Invasive metastatic skin cancer in the background of chronic lymphocytic leukemia
A 76-year-old woman with chronic lymphocytic leukemia (CLL) presented with a lO-year history of recurrent left preauricular squamous cell carcinoma of the skin . . She had been initially treated by a dermatologist, who had administered cryotherapy 3 time s. After developing a recurrence, she underwent radiotherapy, which temporar- ily controlled the disease. When she developed another recurrence, she underwent several surgica l resections, including Mohs' surgery, which again provided transient disease control.
Appro ximately I year prior to the patient's presentation to us, she began to notice left-sided facial numbness and left frontal-nerve paralysis associated with a left facial ulceration.At present ation , she had progressed to complete left facial nerve paralysis (figure I, A) . In addition, she exh ibited a 2 x 2-cm area of nodular ulceration (figure 1, B). The ulceration was biopsy-proven to be an invasive squamous cell carcinoma. Palpation of the neck revealed diffuse adenopathy in level s IIb and V on the ipsilateral side. Finding s on the remainder of the head and neck examination were within normal limits.
Magnetic resonance imaging (MRI) of the brain showed no obvious intracranial disease or signs ofretrograde nerve travel, and computed tomography (CT) of the temporal bone s was negative. However, MRI of the face disclosed an ulcerative soft-tiss ue lesion that ex tended down to the level of the tem poralis muscle, masseter muscle, and superfic ial parotid gland (figure 2). No signs of bone involveme nt were noted on CT of the face . Th e workup for dist ant meta stasis was negati ve. The pat ient was taken to the op eratin g room for a radic al left parotidect om y, left neck dissect ion, zygomatic arch resection , and infratemporal resection ( figure 3, A) . Th e surgica l margins were negat ive, includ ing the proxim al facia l ner ve margin ( figure 3, B) . Two of 47 lymph nodes Volume 86, Num ber 2 we re posit ive for metastatic squamous ce ll carcinoma, and all 47 lymph nodes were positi ve for CLL.
Th e patient was reco nstructed with a radial forearm free flap, left brow lift , static suspension, and gold-weight insertion into the left upper eyelid (figure 3, C) . She received adjuvant radi otherapy. Six weeks postop eratively, her fac ial symmetry had impro ved (figure 4), and at 3 years, she had show n no signs of recurrent di sease.
C utaneo us malignancies in the ge nera l popul ation are usuall y relatively easy to co ntrol, but squamo us cell and basal ce ll skin carcinomas beha ve more agg ressive ly in the back ground of CLL. Th e rate of metastasis is greater than 10% in patient s with CLL, compared with only 5% am ong those without CLL. It is the relat ive state of immunosuppression created by CLL th at is responsible for this predi sp ositi on . Th ese patients mu st be watched very closely for the possible development of cutaneous mali gnancies. If a skin cancer develops in a patient with CLL, these tumors can be very aggressive and should be treated accordin gly. Th ese tum ors wa rrant .the same amo unt of co nce rn as wo uld a squamo us ce ll ca rc ino ma in any other area of the head and neck.T he primary site and the regional nodal basin s should be thoro ughly evaluated. 
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